likely that such an occurrence as an acute ulcer will have been forgotten, for its dominant symptom is pain, and that is the one symptom the memory of which is ineffaceable in the patient. The treatment of the chronic ulcer is the debateable ground upon which physicians and surgeons meet in conflict and disagreement. The object of this meeting is not to hear the results which special surgeons or physicians have obtained, but rather to determine a rational line of treatment which can be followed by the mass of the profession.
The chronic ulcer should at first be treated on general medical principles. At what point should such treatment be despaired of ? How many relapses should be allowed before the physician confesses that the case is beyond him ?
As a partial answer to this question I suggest that it depends upon the economic position of the patient. Undoubtedly it is possible, if not to cure, yet to render life reasonably safe and comfortable, by constant care in dieting and treatment for those who are in easy circumstances and not dependent on their efforts for a livelihood. Those, however, who are condemned to a wage-earning existence cannot take the required care of themselves, and for these an operation is more necessary. At the best, twelve months are needed to secure a reasonably good result in these cases, and if such a period of time be not available it seems wiser to advocate an early operation.
Operation, however, must not be embarked upon in a light-hearted way. Whilst published statistics and surgical literature suggest the fact of a very large measure of success, it would be folly to suppose that, leaving aside the operation mortality, the end-results are uniformly successful. In practice I know of a lamentable number of cases which have not been bettered by operation, but have continued to suffer from pain, wasting and vomiting. This is due in part to faulty diagnosis, to operation on an atonic stomach possibly not ulcerated at all, to errors of technique, to failure to remove the distant infecting focus, and particularly to faulty after-treatment.. It is so easy to assure a patient that operation will cure him, and yet to forget that operation is only an incident, and not always the important one, in the treatment. The psychological side of the question must be remembered,-the fact that an operation inflicts a mental trauma on the patient, which takes moniths to heal, and that during that period he needs continual care. The surgeon must either be prepared to bestow this care or to hand the case over to a physician. Too often the demarcation between medicine and surgery is emphasized. Students must be taught that a case is not medical or surgical according to the accident of the ward receiving him, and that meticulous attention to details of treatment is as essential in after-treatment as in the ritual of the operating theatre.
The difficult problem we are discussing to-day will. only rightly be solved by team-work, in which the physician, the surgeon, the radiologist and the pathologist are united in endeavour, instead of appearing to be in opposing camps. At stated intervals I review the results of my gastric operations in order to get in touch with my old patients, and thus obtain some idea of my results. Late complications, if they occur, will probably be established in two years, and indeed there will be indications of coming trouble in six months.
The last period of review embraced 118 consecutive cases, of which fiftyone were gastric, sixty-four were duodenal, and in three there were ulcers both in stomach and duodenum. Of the fifty-one gastric ulcers twenty-eight, or 55 per cent., were lesser curve ulcers, and twenty-three, or 45 per cent., were pre-pyloric or pyloric ulcers.
The lesser-curve ulcers were equally divided between male and female, the pyloric and pre-pyloric ulcers affected thirteen females as against ten males, and the duodenal ulcers occurred in the two sexes in a proportion of forty-nine males to fifteen females; so that, of the whole series of 118, what one may call the juxta-pyloric ulcers, accounted for eighty-seven, or 74 per cent., while the lesser-curve ulcers accounted for twenty-eight, or 24 per cent., the other 2 per cent. being made up of the three cases of multiple ulcer.
My surgery of gastric ulcer shows a gradual transition from doing gastroenterostomy for practically all cases of gastric ulcers to the present position. This is due to the fact that until more radical treatment was adopted I could not get better than 60 per cent. perfect results in gastric as against 81 per cent. in duodenal ulcer. On looking into the cases I found that of the 60 per cent. the greater number were pre-pyloric or pyloric cases, and that lessercurvature cases ghve me no better than 40 per cent. cures. My first step was to do excisions of lesser-curvature ulcers sometimes with, but generally without, gastro-enterostomy. These cases showed an improvemenu on the gastroenterostomy results, but I had a mortality of about 8 per cent., and in one or two cases there were return ulcers. Considering that these ulcers are probably secondary to some septic focus elsewhere, it is to be expected that they will return if the septic focus is not discovered. I put my patients through an exhaustive examination: throat, nose, teeth, tonsils, appendix, gall-bladder are all examined, but, likely enough, the focus is not discovered in a certain proportion. I then became interested in Balfour's operation, but though it is a good thing to destroy the ulcer, the accompanying gastro-enterostomy is illogical if one believes it to be useless in lesser-curve ulcer, and I therefore hardly ever do it now. Then about four years ago I adopted some form of partial gastrectomy, at first sleeve resection in selected cases, and I was, and still am, very satisfied with the results. But its scope is limited to ulcers in the centre of the lesser curve (i.e., with plenty of room on either side for section and end-to-end anastomosis) and the simpler form of hour-glass contraction. The next step was to do Billroth's second method for lesser-curvature ulcers, and as a natural sequence the Polya operation, modified as recommended by Moynihan.
The effect of this is that I am doing less and less gastro-enterostomy for gastric ulcer. I restrict the operation entirely to a proportion of the pre-pyloric and pyloric ulcers. As a matter of interest I did not do one gastroenterostomy for gastric ulcer last year because all my cases required, or I thought they required, more radical measures, but I have done it twice already this year. By the adoption of these more radical measures I have improved my gastric results to 83 per cent. perfect, that is about the same as duodenal ulcer results.
There is not so much to say about juxta-pyloric ulcers. I am content to do gastro-enterostomy for these unless the ulcer is very large or of doubtful innocence, in which case I do a partial gastrectomy by the Polya-Moynihan method or Billroth's second method.
The really difficult ulcer is the chronic lesser curvature ulcer, which has progressed to the saddle-ulcer stage or has become adherent to the pancreas. Those situated near the cesophagus are especially difficult to deal with. I have had two of these during the last year, and treated one by the cautery, the other by excision, with at any rate an operative success. For these saddle ulcers and adherent ulcers I adopt the Lardennois-Pauchet approach through the posterior attachment of the great omentum to the transverse colon, opening the lesser sac and stripping the colon away at the same time; it seems to give the clearest view of the adhesion and makes separation fairly easy, and at the same time safeguards the middle colic vessels.
I am certain that a partial gastrectomy is the only treatment for such cases. It will be found generally that the affected area of the stomach is too extensive for a sleeve resection, and the Polya-Moynihan method is the method of choice because you can do it when Billroth's second method is impossible. The immediate result of this extensive operation is really remarkable. Patients make a much more rapid recovery than after gastro-enterostomy, and their return to normal health is quicker. I hold the view that if the ulcer is left behind it should be considered unhealed for six months, and during that time the patient must restrict his diet and take alkalies. After partial gastrectomy I do not think this is necessary, and I allow them to resume their ordinary dietetic life about two months after operation. I have no doubt that the removal of a big pus-forming crater has an immediate effect on the patient's well-being and early recovery.
Treatment of Complications.-Hour-glass stomach depends for its treatment on whether the ulcer is active or not. In the presence of active ulceration I am strongly opposed to purely plastic operation. If the hour-glass contraction has resulted from the scarring and contraction of a healed ulcer, and if the pylorus is patent, any of the plastic methods in vogue may be done, but if ulceration is proceeding, radical methods must be adopted. If I can do it I like to do a sleeve resection; if not possible, a partial gastrectomy.
Perforation.-I prefer the least possible operation. I do not excise the ulcer, nor do I do a gastro-enterostomy, nor do I wash out the peritoneal cavity. I am content to sew up the perforation, infold it, and drain the pelvis through a suprapubic wound, using no drain in the upper abdomen.
H.morrhage.-In chronic ulcer I operate after one serious hLemorrhage. \ Post-operative Complications.-Among the immediate complications are haemorrhage, acute dilatation of the stomach, and vicious circle. I have been fortunate in never having had a patient die of hamorrhage after operation, nor have I had to re-operate for that complication. I have had two cases of acute dilatation in my sixteen years' experience of gastric surgery, and both did well. There had been four cases of vicious circle, all except one in my early cases, but the last was in September, 1919. All recovered after enteroanastomosis.
Late Complications.-As stated above, I have had a few cases of recurrent ulcer in the scar after excision, and I have operated upon four cases of gastrojejunal ulcer, in three of which I did the original operation (gastro-enterostomy for duodenal ulcer). I believe that if complications are going to occur, they will develop within two years; indeed I think there will be indications within six months.
Immediate Results.-There is no doubt that if we exclude cancer cases, gastric operations are attended by a very low mortality. In these fifty-four consecutive cases of operation for gastric ulcer, in twenty-nine of which some form of partial gastrectomy was done, one case died after excision of a huge lesser-curvature ulcer. The patient was very wasted and feeble, and I think was probably unsuitable for any operation. During that period I have operated on sixty-four duodenal ulcers with three deaths (all operated on for severe bhmorrhage from the ulcer). Gastro-jejunostomy is very safe, my best run being 105 without a death. I believe my results for gastro-enterostomy, all cases excluding cancer, come out at 2'5 per cent. mortality.
Mr. GORDON-TAYLOR. I have been until recently a strong advocate of partial gastrectomy in all cases of gastric ulcer, but I now reserve that treatment for large ulcers, especially when they cause haemorrhage.
For the smaller ulcers I have reverted to practising gastro-enterostomy, with or without excision of the ulcer.
When operating for haemorrhage, I attach great importance to blood transfusion before or during-or both before and during--the operation. When transfusion is performed it is possible to operate successfully during the progress of the haemorrhage.
When operating for perforation I always perform gastro-enterostomy in addition to suturing the perforation; I have been led to do this by the recurrence of perforation in three cases in which simple suture had been performed.!
